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Patient’s Name: _______________________________ SSN: ______ - _____ - _______ 
 
Home Address: ___________________________________________________________ 
 
Phone Number: (    __   )__________-_________________ 
 
1. Goal of Requested Admission:  
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________  
 
2. Next of Kin:   

Ø Name: _________________________________________________________ 
Ø Relationship: ___________________________________________________ 
Ø Phone Number: _________________________________________________ 

 
3. Name of Referring Facility: ______________________________________________ 

Ø Date of Admission: ______________________________________________ 
 
4.  Reason for Admission to Referring Facility:  
________________________________________________________________________
________________________________________________________________________  
 
5. Who brought the patient to the hospital?  
 

  Ambulance        Family       Self       Other – Explain: __________________ 
 
6.   Residence prior to current hospitalization: 

 
a.  Housing: 

 Rented Room     Boarding House     Apartment 
 House                 Domiciliary            Homeless Shelter 
 Board & Care     Assisted Living      Nursing Home 
 Other: _______________________________________________ 

 
b.  Lives with: 

          Alone     Spouse    Children     Other relatives 
          Significant other        Non-relative 
 

c.  Homeless – Explain: ___________________________________________ 
 
d.  Lack of consistent home environment  - Explain: ____________________ 

 
            ____________________________________________________________ 
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7. Decision-making: 
 Yes    No       Decision-making capacity 
 Yes    No       Advance Health Care Directives 
 Yes    No       POA Financial:  Name: ________________________________  
 Yes    No       POA Health Care: Name: ______________________________ 
 Yes    No       Guardianship: Name: _________________________________ 

                                                                        Of Person        Of Estate 
 

8. Financial / Insurance Information: 
         Medicare:  Part A ______________          Medicare: Part B ______________ 
         SSA: $ _______________________         SSD: $ ______________________ 
         Medicare Number: _________________________________________________ 
         Third Part Insurance Carrier: _________________________________________ 
                               Policy Number: ___________________________________________ 
                               Address: ________________________________________________ 
                               Telephone Number: _______________________________________ 
         Financial guardian / Payee:  
                              Name: __________________________________________________ 
                          Address: ___________________________________________________ 
              Phone Number:  ___________________________________________________ 
 
9. Psychosocial Circumstances: 

a. Does the patient depend upon a frail, elderly or disabled caregiver for his/her 
care?    Yes    No 
Explain: _______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 

b. Is the patient unsafe in his/her current living environments?   Yes    No 
Explain: _______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 

c. Does patient exhibit signs, or symptoms of abuse, neglect or mistreatment? 
       Yes    No 

Explain: _______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 

d. Upon completion of treatment, will the patient likely return to his/her current 
residence?   Yes    No 
Explain: _______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
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Psychosocial Circumstances (cont): 
 

e. Does the patient abuse ETOH or other substance and is need of treatment 
services?   Yes    No 
Explain: _______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 

f. How were patient’s needs met in the community prior to hospitalization? 
Check all that apply:  

         Patient totally self-care 
         Family provides care-giving services 

                     Patient receives services from paid caregiver. Name & Phone of provider:  
                          ___________________________________________________________ 
                     Patient attending Adult Day Care Program. Name & Phone of provider:  
                          ___________________________________________________________ 
                     Patient receives Meals on Wheels 
                     Patient lives in congregate care setting. Name & Phone of facility: 
                          ___________________________________________________________ 
 

Additional comments: ____________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 

10.   Behavior Issues: 
a.  Yes   No      Physically threatening?  How has this been managed? 

Explain: _______________________________________________________ 
______________________________________________________________ 
 

b.  Yes   No      Verbally threatening?  How has this been managed? 
Explain: _______________________________________________________ 
______________________________________________________________ 
 

c.  Yes   No      Is patient current in restrains or sedated? 
Explain: _______________________________________________________ 
______________________________________________________________ 
 

d.  Yes   No      Required restraint/sedation since hospitalization due to 
disruptive behavior. How has this been managed? 
Explain: _______________________________________________________ 
______________________________________________________________ 
 

e.  Yes   No      Does the patient present with other behavior management 
problems?  Explain: _____________________________________________ 
______________________________________________________________ 



COATESVILLE VAMC Coatesville 
Geriatrics & Extended Care (GEC) 
PREADMISSION INFORMATION  

To be completed by Referring Facility 

1/4/2008                                                                                                                               4 

 
f.  Yes   No      Is the patient non-compliant with medication and or 

treatment recommendations?  How has this been managed? 
Explain: _______________________________________________________ 
______________________________________________________________ 
 
Additional comments: ____________________________________________ 
______________________________________________________________ 
______________________________________________________________ 

• If seen by psychiatrist, include copies of psychiatrist notes. 
 
11. Functional Abilities:  
 
       Yes    No      Continent of Bowel 
       Yes    No      Continent of Bladder 
 
Ambulatory:  Independent  - With Assistance   - With Supervision  - Dependent       
Transfer:        Independent  - With Assistance   - With Supervision  - Dependent          
Feed Self:      Independent  - With Assistance   - With Supervision  - Dependent       
Dress Self:     Independent  - With Assistance   - With Supervision  - Dependent       
 
IADLs: 
                        Yes    No      Use the telephone 
                        Yes    No      Self Medicate 
                        Yes    No      Manage finances 
                        Yes    No      Prepare meals 
 
Oriented to: Time     Place     Person  
 

 Yes    No      Does patient exhibit cognitive deficits, impairments, dementia? 
 Yes    No      wandering Tendencies 

 
Additional comments: _____________________________________________________ 

______________________________________________________________ 
______________________________________________________________ 
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12. Discharge Plan – Anticipated Care Needs When Patient Reaches Baseline 
 

                        Yes    No      Home alone 
                        Yes    No      Home with family caregiver 
                        Yes    No      Home with home care services 
                        Yes    No      Adult home or other congregate setting 
                        Yes    No      Assisted Living 
                        Yes    No      Nursing Home 
                        Yes    No      Substance abuse rehabilitation 
                        Yes    No      Other, Explain: ________________________________ 
 
 
Additional comments: _____________________________________________________ 

______________________________________________________________ 
______________________________________________________________ 
 

13. Has the patient/family been educated about the discharge plan?   Yes    No 
  
Additional comments: _____________________________________________________ 

______________________________________________________________ 
______________________________________________________________ 

 
Person/Persons completing this form & contact number: 
 
 Name: ___________________________________________________________ 
            Phone: ___________________________________________________________ 
 
            Name: ___________________________________________________________ 
            Phone: ___________________________________________________________ 
 
Additional comments: _____________________________________________________ 

______________________________________________________________ 
______________________________________________________________ 

 
 


